At laparotomy the mass was resected along with the mesentery and a 10 em segment of small bowel and 2 em of the left ureter. An inadequate resection was performed as the tumour was contiguous with the wall of the aorta. The tumour was found to be a desmoid on histology.
DISCUSSION
Gardener's syndrome is an autosomal dominant condition consisting of a triad of FPC, osteomas, and soft tissue tumours, including desmoids. It is a rare syndrome affecting 10% of persons with FPCt. The incidence of desmoid tumours in Gardener's-is 4-30%. Desmoid tumours are more common in females, with a 4: 1 sex ratio", the median age incidence being 30. These tumours are slow-growing, non-encapsulated, locally invasive fibrous growths. Histologically, desmoids consist of interwoven bundles of spindle cells infiltrating the surrounding tissue, with the occasional formation of sarcolemmal giant cells". In contrast to fibrosarcomas, these tumours have normal mitoses and do not metastasize. There are thought to be a number of possible aetiological agents. Surgical trauma is thought to be important in the induction of desmoid growth. In a series of 40 patients with abdominal desmoids, 13 were at the site of previous surgerys. Oestrogens are also thought to be important in the proliferation of the desmoid. The female: male incidence of desmoids, along with the observation that desmoids are most common in the fertile age group, favours this hypothesis. Oestradiol receptors have also been found in these tumours''.
The favoured treatment for desmoid tumours is wide local resection. There may be a role for a combination of chemotherapeutic agents in addition to surgery, though radiotherapy in conjunction with surgery has no additional Arch Sura 1983; 118: 1318 -22 (Accepted /3 March 1995 as a result of a motor-cycle accident in Paris 2 weeks previously. She told us that this had been complicated by necrotizing fasciitis (NF) which had required debridement and skin grafting (Figure 1 ). By the time she arrived, the inflamed area had more than doubled in size and she was promptly taken to theatre for further debridement. At operation the wound was seen to consist of a central area of black necrotic graft with surrounding erythema. The underlying muscle appeared normal so she had a limited debridement and skin was harvested for delayed grafting, She was given i. v. antibiotics and both wound swabs and tissue samples were sent fur histological and bacteriological examination. The histopathology report confirmed coagulative necrosis of connective tissue with surrounding acute inflammation, but no obvious underlying cause.
On day 3, the stored skin graft was applied. Unfortunately, she now developed severe pain and persistent pyrexia of 39 Dc. At this stage the infectious diseases and microbiology teams were involved, but could not throw any further light on the situation, as no organisms had been cultured from any of the wound swabs, blood cultures or tissue specimens.
By day 9, the graft had taken and she was mobilizing. However, a further area of inflammation now developed in much the same way, necessitating further debridement and grafting. Again histopathological and bacteriological examination failed to show any specific features to suggest the aetiology of the tissue necrosis.
On day 14, again follOWing mobilization, she developed a further swelling in the leg with excruciating pain. Again, debridement with grafting was performed. At this stage it was felt that she might benefit from hyperbaric oxygen therapy, so she received four sessions of treatment. Unfortunately, on return from the hyperbaric unit she developed a fourth new area of erythema.
Our increasingly strong suspicions as to the aetiology of her condition led to a meeting among all involved specialties and the consensus was that self-inflicted injury was highly likely. She was challenged with this (phone numbers and
